INTRODUCTION {#sec1-1}
============

Ogilvie\'s syndrome was first described by Sir William Heneage Ogilvie in 1948. Ogilvie\'s syndrome presents with symptoms, sign and radiographic appearance of acute large bowel obstruction of non-mechanical etiology. The clinical features include abdominal distension and pain (80%), as well as nausea with or without associated vomiting (60%). Tympanic abdomen, although bowel sounds are preserved in almost 90% of patients. Plain abdominal X-ray and computed tomography show varying degrees of colonic dilatation. The reason, it develops in patients of posterior spinal instrumentation is unknown. Interruption of the parasympathetic fibers from S2 to S4 level after spinal trauma or corrective spinal surgery, spinal anesthesia, and pharmacological agents leads to impairment of the autonomic nervous system. A kind of imbalance between sympathetic and parasympathetic stimulation, an atonic distal colon, and a functional proximal obstruction, if left untreated can result in bowel ischemia and perforation with an estimated mortality rate of 40%.\[[@ref1][@ref2][@ref3][@ref4][@ref5]\]

MATERIALS AND METHODS {#sec1-2}
=====================

Retrospective analysis of single center surgical data of patients undergoing thoracolumbar instrumented spinal fusion from January 2010 to December 2013. Of the 420 patients who had undergone thoracolumbar spine surgery, two patients developed postoperative Ogilvie\'s syndrome. First had burst fracture (Type C) of T-12 vertebrae with kyphosis \[[Figure 1](#F1){ref-type="fig"}\], second with Type B fracture L-1 vertebrae and split fracture of L-5 vertebrae \[[Figure 2](#F2){ref-type="fig"}\]. Both patients were neurologically preserved with intact bowel and bladder function. Both patients underwent posterior instrumented spine surgery within 48 h. In addition, transpedicular grafting was done for the first patient \[Figures [3](#F3){ref-type="fig"} and [4](#F4){ref-type="fig"}\]. On the second postoperative day, both patients developed significant abdominal distension and abdominal pain. On examination, abdomens were firm, and bowel sounds were absent with tympanic abdomen. Laboratory values were within normal limits. Computed tomography scan was done for both patients on the same day, which demonstrated dilation of the large intestine \[Figures [5](#F5){ref-type="fig"} and [6](#F6){ref-type="fig"}\]. Gastromedicine consultation was sought, and both patients were diagnosed to have Ogilvie\'s syndrome. Both patients were kept nil per orally (NPO) with serial measurement of abdominal girth and serum electrolytes monitoring. Bowel decompression with Ryle\'s tube and flatus tube were done with the maintenance of adequate hydration. The abdominal distention and symptoms improved in 4 days, and both were discharged on day 7.

![X-ray showing burst fracture of a D12 vertebra with kyphosis of the first patient](JCVJS-6-179-g001){#F1}

![Three-dimensional computed tomography image showing Type B fracture L1 vertebrae and split fracture of L5](JCVJS-6-179-g002){#F2}

![Postoperative X-ray of a first patient showing posterior instrumentation with kyphosis correction with trans pedicular grafting](JCVJS-6-179-g003){#F3}

![Postoperative X-ray of second patient showing posterior instrumentation](JCVJS-6-179-g004){#F4}

![Computed tomography scan of first patient showing dilated intestinal loops](JCVJS-6-179-g005){#F5}

![Computed tomography scan of second patient showing dilated intestinal loops](JCVJS-6-179-g006){#F6}

RESULTS {#sec1-3}
=======

Both patients did not have any significant abdominal problems during the 2 years follow-up period.

DISCUSSION {#sec1-4}
==========

Ogilvie syndrome is an unusual complication following thoracolumbar burst fractures. The exact incidence is unknown. The diagnosis of Ogilvie\'s syndrome is mainly based on clinical symptoms and sign, natural history and radiology, It manifests in patients with predisposed medical and surgical conditions like spinal trauma.\[[@ref1][@ref6]\] Ogilvie\'s syndrome should be considered as a differential diagnosis in postoperative spinal instrumentation patients presenting with unexplained abdominal distension can often be managed by conservative therapy.\[[@ref2]\] However, unrecognized and untreated distension associated with Ogilvie\'s syndrome can lead to perforation that is associated with a high mortality rate, early diagnosis and fomentation of conservative management can prevent major morbidity and mortality.\[[@ref3]\] Ogilvie\'s syndrome often associated with operative procedures including cesarean section, abdominal, and pelvic surgery, urologic/thoracic/neurosurgical and coronary bypass procedures.\[[@ref7][@ref8]\] It has been reported following hip and knee surgery, as well as after lumbar or cervical spine operations like discectomy.\[[@ref9][@ref10][@ref11][@ref12][@ref13]\] Neurological conditions and the use of medication such as opioids calcium channel blockers and anticholinergic can also precipitate Ogilvie\'s syndrome.\[[@ref5]\]

Posterior spinal corrective surgeries for scoliosis is often associated with abdominal complications such as superior mesenteric artery syndrome and paralytic ileus. There are evidences available for the development of Ogilvie syndrome in spinal trauma patients postoperatively, but still the diagnosis of Ogilvie syndrome is an exclusion.\[[@ref3]\]

Pathology of acute intestinal obstruction without mechanical obstruction is not clear, but persistent and increasing intestinal dilatation of intestine will eventually lead to bowel ischemia and perforation.\[[@ref5]\]

Various intestinal diseases has to be ruled out before making the diagnosis of Ogilvie\'s syndrome such as acute megacolon, acute mesenteric ischemia, chronic constipation, diverticulitis, hirschsprung disease, intestinal perforation, mechanical colonic obstruction, toxic megacolon, fecal impaction, and tumors. Patients with mechanical obstruction will present with crampy abdominal pain; but the absence of pain with opiates treatment does not rule out the mechanical obstruction. Toxic megacolon patients appear very ill with fever tachycardia and abdominal tenderness with a history of bloody diarrhea.

Electrolyte monitoring is a necessity. Computer tomography scan was done for both of our patients keeping in mind to rule out tumors, cecal and sigmoid volvulus, perforation, peritonism, ischemia, obstruction, and toxic megacolon.\[[@ref14]\]

Neostigmine, a parasympathomimetic, is an anticholinesterase, and acts to increase the acetylcholine concentration at the synapses. In this case, neostigmine\'s action is directed at the imbalance in sympathetic- parasympathetic activity. Maloney and Vargas in their trial, first used guanethidine, followed by neostigmine. The improvement was noted following administration of neostigmine, proving that the pseudo-obstruction arises from parasympathetic underactivity rather than sympathetic overactivity.

Early diagnosis and fomentation of conservative management, with removal of precipitating factors after excluding mechanical obstruction, is the key factor for successful outcome and prevention of development of colonic ischemia and perforation, and reduces the need for surgical intervention.

NPO, electrolyte balancing, maintaining adequate hydration, nasogastric decompression, flatus tube (rectal tube) to decompress distal bowel, discontinuing the opiates, spirometry and frequent change of posture in bed were instigated as a conservative management. The success rate is as high as 96% with conservative management.\[[@ref15][@ref16]\] An analysis of 1027 cases reported in the literature concluded that a nonoperative approach (including conservative measures and colonoscopic decompression as the initial therapy of choice) was associated with few complications and high efficacy.\[[@ref17]\] Delay in diagnosis leads to bowel ischemia and require laparotomy and resection of a large section of bowel that may be detrimental for the patient.\[[@ref3]\] A higher rate of perforation reported with a cecal diameter of 12 cm or more when the distension persisting for more than 6 days.\[[@ref18]\] Several studies have documented mean durations of conservative management ranging from 3 days to 6.5 days and have reported even longer periods if clinical signs of perforation were absent, and cecal diameters were \<9 cm.\[[@ref19][@ref20][@ref21]\] Surgical intervention is required only when signs of bowel ischemia or perforation were present and not responding to conservative management.

In our patients, no pharmacological agents were instigated. Both patients had early instrumented spine surgery within 48 h of spinal trauma. Surgical exploration was not required for both patients, and they recovered successfully in 5 days. We recommend that Ogilvie\'s syndrome should be considered as a differential diagnosis in patients with postoperative significant abdominal distension who had undergone posterior instrumentation for spinal trauma. Early recognition and appropriate conservative treatment would be necessary to prevent complications such as bowel ischemia and perforation.
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